to control their own lives and the possibility of stopping if they wish to do so.
For those wanting to use formal programs, research is needed to match individual needs with program offerings. To date, the only behavioral treatments clearly better than spontaneous quitting involve aversive conditioning. In one of the first, called rapid smoking, the client inhales every smoke six seconds during clinical sessions, continuing to smoke until it becomes intolerable; clients do not smoke between sessions (Hall et al., 1979). The procedure produces marked physiological side effects, including increases in heart rate, blood pressure, and carboxyhemoglobin concentrations. As a result, many people who most need such a treatment cannot use it because of lung or heart dysfunctions. Variations of the basic method have been introduced. For example, in normal-paced aversive smoking, subjects concentrate on unpleasant sensations of cigarette smoke as they smoke in their usual fashion. Long-term quit rates do not seem to be as good for this method as for rapid smoking but are superior to no treatment (Danaher, 1977). More research is needed to assess the efficacy and safety of this and similar techniques such as noninhaling puffing and smoke holding (Orleans, 1980).
Regardless of how someone quits smoking, relapse rates are high. Studies of predisposing factors to relapse and of ways to maintain abstinence from smoking are vital. Relapse curves for smokers in quit-smoking programs are similar to those for alcoholics and heroin addicts after abstinence-oriented treatments. This observation has led to efforts to apply learning theory to the problem of relapse. For all three kinds of addiction, negative emotional states such as anger or frustration account for many first slips back to addictive patterns. Smokers often reported slipping because of social pressure to smoke or because of interpersonal conflicts. Of those who slipped once, 74 percent eventually resumed smoking; 91 percent of those who slipped a second time began smoking again (Marlatt and Gordon, 1979). Research is needed to discover how to help exsmokers avoid slipping and to teach them not to give up if they do slip. Raising social supports in the exsmoker's natural environmental may be useful (Janis and Hoffman, 1970). Such work ties in nicely with self-efficacy research for helping people quit smoking initially.
Finally, the value of individualizing treatment should be examined for a variety of programs. In many instances, success rates for therapies might be much greater for targeted populations. As mentioned earlier, recent heart attack patients are much more susceptible to physician advice to quit smoking than are healthy people. Women who smoke also are an important target. The four million women who smoke and use oral contraceptives have especially high rates of stroke and heart attacks (U.S. Public Health, 10 percent were abstinent from cigarettes six months later. Of particular interest would be incorporation of self-efficacy attributions, emphasizing the need for viewers\/-*}     n'irr\t-ine*rol of Variables in Sewn Countries: Advancing Education Through Science Oriented Programs Berkeley, Calif.: Lawrence Hall of Science, 1975, Report 10—25.
